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Abstract 
Objective: There is a need for brief methods to screen for at-risk drinking. The FAST is a two-
stepped structured questionnaire. In the FAST-1, one question categorizes into three groups: low-
risk drinking, potential at-risk drinking or at-risk drinking. In the FAST-2, those with potential at-
risk drinking are asked three additional questions. The aim was to study its effectiveness in 
screening for at-risk drinking among women and to define an optimal cut-off score.  
Method: The FAST was validated against the Timeline Followback (TLFB) utilizing data from a 
health check of a group of 40-year old women (response rate 69.2%; n=907/1311). The TLFB-
based definition of at-risk drinking was consuming ≥140 grams of alcohol weekly (6.1% reported 
at-risk drinking). 
Results and conclusions: Of all women, 54.5% could be correctly classified either as having low-
risk or at-risk drinking with the FAST-1. The optimal cut-off score was ≥2 (sensitivity 0.82, 
specificity 0.86) which is lower than has previously been reported. Only those with a FAST-1 score 
of one needed further evaluation with the FAST-2. A FAST-2 score of ≥1 resulted in a positive 
screen for at-risk drinking. The FAST seems to be a valid and feasible method in screening for at-
risk drinking among middle-aged women.  
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Introduction 
At-risk drinking is defined as alcohol consumption that considerably increases the risk of negative 
health consequences. At-risk drinking is a common public health problem and it is often 
encountered in health care (Rehm et al., 2009). 
Screening and brief intervention, an effective treatment for early-phase at-risk drinking, are often 
considered difficult by health care professionals (Hammersley, 1994; Roche & Freeman 2004; 
Saunders, Aasland, Babor, de la Fuente, & Grant, 1993). The reasons for this have been extensively 
studied and include professionals’ negative attitudes and patients’ unwillingness to reveal the 
correct drinking amounts, but also lack of good screening tools (Aalto, Pekuri, & Seppä, 2001; 
Anderson et al., 2004; Hammersley, 1994; Kaner, Haighton, & McAvoy, 1998; Kääriäinen, 
Sillanaukee, Poutanen, & Seppä, 2001). Because clinical work is usually hectic, there is a need for 
brief screening methods which would be feasible for everyday work. 
The Alcohol Use Disorders Identification Test (AUDIT) questionnaire has been studied widely 
(Berner, Kriston, Bentele, & Härter, 2007; Reinert & Allen 2007; Saunders et al., 1993). Its ability 
to screen for at-risk drinking in different clinical settings and cultures has been shown to be a good. 
However, it is sometimes considered too long and time-consuming for busy clinical work. This is 
why abbreviated AUDIT-based questionnaires have been developed (Kriston, Hölzel, Weiser, 
Berner, & Härter, 2008; Meneses-Gaya et al., 2010; Reinert & Allen 2007). 
The FAST questionnaire includes four of the original ten AUDIT-questions (Table 1) (Hodgson et 
al., 2002). The unique feature of the FAST is that part of patients can be classified using just one 
question concerning the frequency of consuming six or more drinks per drinking occasion (FAST-
1) and only part of the patients need to respond to the remaining three questions (FAST-2) 
(Hodgson et al., 2002; Bradshaw el al., 2008; Gomez et al., 2005). This makes the FAST quick to 
administer and it is recommended for clinical use e.g. in the United Kingdom by the National 
Institute of Health and Clinical Excellence (Fast Screening for Alcohol Problems, 2016). 
Few studies have evaluated the ability of the FAST to screen for at-risk drinking and they have 
mostly been done among men and validated against the AUDIT (Hodgson et al., 2003; Bradshaw el 
al., 2008; Gomez et al., 2005). Little is known about how the FAST performs among women. 
The aim of this study was to evaluate the validity of the FAST and to define optimal cut-off scores 
for the FAST-1 and FAST-2 in screening for at-risk drinking among middle-aged women. 
4 
 
 
Materials and methods 
Study sample 
In the city of Tampere, Finland, parts of the inhabitants are annually invited to a health check 
carried out in primary health care. The present study sample consisted of age group of 40-year old 
women attending the health check. Before attending the health check, participants were mailed a 
health questionnaire. It included a wide set of questions targeting different lifestyle and other issues 
(diet, exercise, smoking, alcohol consumption, existing diseases etc.). The questionnaire also 
included the complete AUDIT from which the FAST was derived. 
At the health check, the participants were interviewed by nurses, who were trained to perform 
health screening and give counseling regarding different health habits (Aalto, Tuunanen, 
Sillanaukee, & Seppä, 2006). The interview included an evaluation of the participant’s alcohol 
consumption during the past month using the Timeline Followback (TLFB) (Sobell, L.C., Sobell, 
Leo, & Cancilla, 1988). 
In the TLFB interview, the participants were asked to answer in terms of Finnish standard drinks 
(33cl of beer, 12cl of wine, 4cl of spirits) equivalent to ca. 12 grams of absolute alcohol. Reported 
standard drinks were translated into grams and mean weekly alcohol consumption was calculated.  
Of the 1311 invited women, 1019 attended the health check. The final sample of 907 (69.2 %) 
consisted of those participants, who had completed the AUDIT and for whom the results of the 
TLFB interview were available.  
 
Scoring of the FAST 
In this study, scoring of the FAST questionnaire was done in the way presented by Hodgson et al. 
(2002) (Table 1). The FAST includes two steps: FAST-1 and FAST-2. Depending on the scores of 
FAST-1, the participants were classified into three groups: having low risk drinking including 
abstinent, potential at-risk drinking or at-risk drinking. The participants who classified into the 
potential at-risk drinking group, were then further evaluated using the FAST-2-questions (Table 1). 
The final FAST scores consist of either only the FAST-1 or the sum of FAST-1 and FAST-2. 
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Statistical analysis 
The FAST was evaluated against the TLFB. In the TLFB, a mean >140 grams of weekly alcohol 
consumption was considered at-risk drinking. This at-risk drinking limit is in accordance with the 
Finnish guidelines for women (Treatment of alcohol abuse. Current Care Guidelines, 2018). All 
possible score combinations (FAST-1 and FAST-2) were evaluated. The sensitivities, specificities, 
as well as positive and negative predictive values were calculated. 
 
Results 
Mean (± SD, range) weekly alcohol consumption of the participants (n=907) was 45 grams (± 66, 0-
936). Of the participants, 18.1% (164/907) reported no alcohol consumption, 75.9% (688/907) 
reported consuming >0 but <140 grams and 6.1% (55/907) reported consuming ≥140 grams of 
alcohol weekly. The mean (± SD, range) AUDIT score was 3.6 (± 3.2, 0-28). 
The best combination of sensitivity and specificity (both >0.80) was achieved with the cut-off score 
of ≥2 (Table 2). The positive predictive values were low, but negative predictive values were 
equally high with all the cut-off scores. The optimal cut-off score ≥2 means that only those having a 
score of 1 in the FAST-1 needed further evaluation by the three further FAST-2 questions. If any of 
the FAST-2 questions gave at least one point (FAST-2 score ≥1), the total test was positive for at-
risk drinking (Table 3). 
With the most optimal cut-off score ≥2, 54.5% of all participants (494/907) could be correctly 
classified either as having low-risk or at-risk drinking by the FAST-1 (Figure). Based on the FAST-
1, 62.6% (568/907) of the participants were classified as having low-risk (FAST-1 score 0) or at-
risk (FAST-1 score ≥2) drinking (Figure). Of them, 87.0% (494/568) were correctly classified, 
92.9 % (459/494) belonging to the low-risk and 7.1% (35/494) to the at-risk drinking group. In the 
FAST-1, 37.4% (339/907) had a score of one and needed further evaluation using the FAST-2. Of 
these participants, 94.7% (321/339) were low-risk and 5.3% (18/339) at-risk drinking according to 
the TLFB (Figure). 
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Discussion 
Of all the participants, 55% could be correctly classified as having low-risk or at-risk drinking with 
a single question by the FAST-1.Based our results only those women with a score of 1 in the FAST-
1 need to be evaluated by using the three further FAST-2 questions.  
The optimal cut-off score of the total FAST (sum of FAST-1 and FAST-2) was ≥2 in the present 
study and was different than the cut-off score ≥3 which has been recommended in previous 
literature (Table 2 and 3) (Hodgson et al., 2002). The previous recommendation has been that those 
scoring 1 or 2 in the FAST-1 are further evaluated with the FAST-2, however the present results 
suggest that only those with a score of 1 needed to be further evaluated (Table 3). These differences 
between the present study and previous results could be explained by the fact that the present study 
included only women, but Hodgson et al. (2003) reported the combined results of men and women. 
It seems that the cut-off scores of FAST, similarly to the AUDIT questionnaire, are different for 
men and women (Aalto et al., 2009).  
The present results regarding the optimal cut-offs sensitivity (0.82) and specificity (0.86) were 
somewhat lower than in previous literature (0.89 and 0.90, respectively) (Hodgson et al., 2003). The 
present result, which allowed 55% of participants to be correctly classified, based on FAST-1 is in 
accordance with previous results (Hodgson et al., 2002). 
Other studies regarding the validity of the FAST are not directly comparable with the present 
results. A Spanish group studied a modified FAST-version in which the limit for binge drinking in 
the FAST-1 was ≥8 (Gomez et al., 2005) compared to ≥6 drinks, which was used in the present 
study and by Hodgson et al. (2003). With a cut-off score of ≥3, the sensitivity was 0.80 and 
specificity 0.94, but results were not reported separately for women. In an Irish study using the 
same FAST-questionnaire as the present study, sensitivity was 0.89 and specificity 0.94 with a cut-
off score of ≥3, but once again, the results were not reported separately for women (Bradshaw el al., 
2008). 
Because only one age group was included in the present study, these results may not be 
generalizable to all women. However, the very good response rate was a strength in this study. A 
further strength was that validation of the FAST was done against the TLFB and not against the 
AUDIT as in the previous studies (Bradshaw el al., 2008; Gomez et al., 2005; Hodgson et al., 2003). 
As far as we know, this is the first study which evaluates the validity of the FAST using the TLFB 
as a gold standard among women. 
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Even though experienced nurses collected alcohol related data, it is still possible that participants 
did not report their alcohol use correctly. Underreporting is a concern especially among those 
having at-risk drinking. However, we estimate that possible underreporting did not affect the cut-off 
that was found to be optimal. In the present study, the FAST was derived from the AUDIT and 
effect of this on the results is unknown. 
When comparing our results to the literature, it seems that the FAST questionnaire is as effective as 
the AUDIT in screening for at-risk drinking among women (Aalto et al., 2006, Reinert & Allen 
2007). The additional benefit of the FAST is that it is more suitable in hectic clinical work, because 
one question is enough for screening purposes in the majority of cases. 
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Table 1. The FAST questionnaire and its scoring. 
_______________________________________________________________________________ 
FAST-1  
1. How often do you have 6 or more drinks on one occasion? 
Never   Less than monthly   Monthly   Weekly   Daily or almost daily (scoring 0, 1, 2, 3, 4) 
 
FAST-2  
2. How often during the last year have you been unable to remember what happened the night 
before because you had been drinking? 
Never   Less than monthly   Monthly   Weekly   Daily or almost daily (scoring 0, 1, 2, 3, 4) 
 
3. How often during the last year have you failed to do what was normally expected of you 
because of drinking? 
Never   Less than monthly   Monthly   Weekly   Daily or almost daily (scoring 0, 1, 2, 3, 4) 
 
4. In the last year has a relative or friend, or a doctor or other health worker been concerned 
about your drinking or suggested you cut down? 
No   Yes, on one occasion   Yes, on more than one occasion (scoring 0, 2, 4) 
_______________________________________________________________________________ 
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Table 2. The sensitivities, specificities, positive and negative predictive values of  
the FAST questionnaire using different cut-off scores. Cut-offs refer to FAST-1 and 
FAST-2 sum score. 
Cut-off Sensitivity Specificity Positive 
predictive 
value  
Negative 
predictive 
value  
≥1 0.96  0.53  0.12  0.99  
≥2 0.82  0.86  0.27  0.99  
≥3* 0.60  0.94  0.38  0.97  
*Best cut-off by Hodgson et al. 2003 
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Table 3. The cut-offs of FAST in the previous and the present study. 
____________________________________________________________________________ 
    Hodgson et al., 2003 Present study 
    _________________________________ 
   FAST-1 score 
 Low-risk drinking  0  0 
 Potential at-risk drinking, 
further evaluated by the FAST-2  1-2  1 
 At-risk drinking   3-4  2-4 
 
   FAST-2 score 
 Low-risk drinking  0-1  0 
 At-risk drinking  ≥1-2  ≥1 
 
   FAST-1 and FAST-2 sum score 
Low-risk drinking  <3  <2 
 At-risk drinking  ≥3  ≥2 
 Maximum score  14  13 
____________________________________________________________________________ 
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Figure. The validity of FAST questionnaire (cut off score ≥2) in screening at-risk drinking. 
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